MEDICAL HISTORY

PATIENT NAME

Birth Date

Although dental personnel primarily treat the area in and around your mouth, your mouth is 2 part of your entire body. Health problems that you may
| have, or medication that you may be taking, could have an important interrefationship with the dentistry you will receive. Thank you for answering the

following questions.

Are you under a physician's care now? () Yes () No

Have you ever been hospitalized or had a major operation? () Yes O No
Have you ever had a serious head or neck Injury? () Yes () No

Are you taking any medications, pilis, or arugs? () Yes () No

Do you take, or have you taken, Phen-Fen or Redux? () Yes (O No
Have you ever taken Fosamax, Boniva, Actonel or any
other medications containing bisphosphonates?o Yes O No

Are you on a special diet? () Yes (O Ne

Do you use tobacce? () Yes (O Ne

Do you use controlled substances? () Yes (O Ne

~Women: Are you

Are ~you allergic to any of the following? -~
5:} Aspirin

| Pregnant/Trying to get pregnant? ) Yes (O No Taking oral contraceptives?() Yes () No

[7] Local Anesthetics

If yes, please explain:

If yes, please explain:

If yes, please explain:

ifyes, pl explain:

Nursing? () Yes(O No

7] Acrylic

] Latex

|| sulta drugs

}

|
|

[] Penicillin [} Codeine ] Metal
[T] Other If yes, please explain:

" Do yau have. or have you had. any of me '0"0Mng7..._ — SRS WO o e A AN Sedai et M Y
AIDS/HIV Positive () Yes O No | Cortisone Medicine (O Yes (O No | Hemophilia () Yes () No | Radiation Treatments  (O) Yes () No |
Alzheimer's Dissase (O Yes (O No | Diabetes (O Yes O No | Hepatitis A () Yes (O No | Recent Weight Loss ves (O No |

| Anaphylaxis () Yee (O No | Drug Addiction (O Yes (O No | HepatitisBorC () Yes O No | Renal Dialysis 8 Yes 8 No

! Anemia () Yes (O No | Easily Winded (O Yes ) No | Herpes () Yes (O No | Rheumatic Fever O ves () No

| Angina () Yes O No | Emphysema () Yes {) No | High Blocd Pressure () Yes () No | Rheumatism O Yes O No

| Arthritis/Gout () Yas () No | Eplepsy or Sezures () Yes () No | High Cholesterol () ves ) No | Scarlet Fever (O Yes (O No |

| Artificial Heart Valve O Yes O No | Excessive Bleeding () Yes (O Ne | Hives or Rash (O Yes (O No | Shingles O Yes O No |
Artificial Joint ) Yes () No | Excessive Thirst () ves () No | Hypoglycerma () ves () No | Sickle Cell Disease O Yes O No

! Asthma O Yes O Na | Fainting Spells/Diziness () Yes () No | Imegular Heartbeat (O Yes (O Ne | Sinus Trouble ) Yes{) No

| Blood Disease O Yes O No | Frequent Cough O Yes () No | Kidney Probiems () Yes () No | Spina Bifida ) ves () No |
Blood Transfusion O Yes (O No | Frequent Diarrhea () Yes (O No | Leukemiz O ves () No | Stomachintestinal Disease () Yes () No |
Breathing Problem O Yes O No| Fraquent Headaches (O Yes () No | Liver Disease O Yes O No | Stroke O Yes O Ne
Bruise Easily O Yes ) No | Genital Harpes (O Yes (O No | Low Blood Pressure () Yes (O No | Swelling of Limbs Yes () No

| Cancer O ves O No | Glaucoma () Yes (O No | Lung Disease (O ves ) No | Thymwid Disease Yes () No

| Chemotherapy O Yes (O No | Hay Fever O ves O No | Mitral Vaive Prolapse () Yes () No | Tonsdiits Yes (Jj No
Chest Pains O Yes (O No | Heart AttackFailure () Yes () No | Osteoparosis O Yes O No | Tuberculosis Yea.( g No
Cold Sores/Fever Blisters () Yes () No | Heart Murmur O Yes O No | Painin Jawdaints () Yes (O No | Tumors or Growths Yes () No
Congenital Heart Disorder( ) Yes () No | Heart Pacemaker O Yes O) Na | Parathyroid Disease () Yes () No Ukgars B zes :"
Convulsions () Yes O No | Heart Trouble/Diseass (O Yes (O No | Psychiatic Care () Yes (O No :mun:::e \ Y: N:

Have you ever had any serious iliness not listed above? (D) Yes () No

Comments.

Ta the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my (or patient's) health. Itis my responsibility to inform the dental office of any changes in medical status,

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE

Dentist Date




Primera DeEnTAL
Family and Cosmetic Dentistry

Dental Health Information

Patient Name: Date:

Please tell us about your teeth

1. When was your last dental visit?

What services were done?

2. Are you having any pain or discomfort at this time? yes/no

If yes please describe:

3. How often do you brush your teeth? how often do you floss?

4, Do you have sore or bleeding gums?  yes/no

5. Have you ever had periodontal cleaning or deep cleaning? yes/no

6. Do you have unpleasant breath or bad breath on a regular basis? yes/no
7. Do you have problems chewing due to missing teeth? yes/no

Do you want to replace missing teeth? yes/no
8. Do you have pain, soreness or stiffness in your jaw joint? yes/no

9. Are you unhappy with the appearance of your teeth?  yes/no

If yes please describe:

Please rank the items from 1- 4 in the order that they would keep you from having dental treatment

Fear/anxiety

Lack of concern Cost of treatment Missing work

Please use the space below to list any of your other concerns that are important to you:



	Primera-MedHist1
	Primera-MedHist2

